
Rotation Availability Form 
Howard University, School of Pharmacy, Office of Experiential Education – Phone: 202-806-7960 

Preceptor Name: ________________________________________ Title: ________________________ email: ________________________________ 

Pharmacy Name: ___________________________________________________ Coordinator Name/Title: ____________________________________ 

Mailing Address: ______________________________________     City: __________________________    State: _______     Zip: ________________ 
 
Site Phone Number Where Student Can Contact You:   _____________________________________      Fax Number: _____________________________ 
 

Advanced Pharmacy Rotations for 
Academic Year 2012-2013   

Circle available dates and # of students. 

 
Please Complete the Following to 

Update your Practice Profile ** 

 
Introductory Professional Practice  

Experiences for Summer 2012 
  Please circle available dates and # of students 

 
                                                             Students/Rotation 
Rotation 1:    05/21/12 – 06/22/12              1       2       3 
Rotation 2:    06/25/12 – 07/27/12            1       2       3 
Rotation 3:    09/03/12 – 10/05/12              1       2       3 
Rotation 4:    10/08/12 – 11/09/12            1       2       3 
Rotation 5:    11/12/12 – 12/14/12              1       2       3 
Rotation 6:    01/14/13 – 02/15/13              1       2       3 
Rotation 7:    02/18/13 – 03/22/13              1       2       3 
Rotation 8:    03/25/13 – 04/26/13              1       2       3 
 
 
 What rotation type(s) do you offer? : 
Community             Hospital               Geriatric    
 
Advanced Community             Ambulatory Care    
                 
Acute Care  (Describe: Internal Medicine, Pediatrics  

 Critical Care,  etc.)______________________ 

______________________________________________ 

______________________________________________

______________________________________________ 

Elective     (Describe:  Drug Information, Nuclear etc.)  

______________________________________________

______________________________________________  

 Please indicate the name of the pharmacist in charge 
of the student in your absence: 

 
Name:  _________________________________ 

           
           Phone:__________________________________

 
Year you began working at current site: ______________ 
 
Hours of Operation: ______________________________ 

 
Community Practice: Number of Prescriptions filled/week 
if applicable: _______ 

 
Community Practice: Please check clinical specialties or 
services offered:  

 Diabetic training 
 Immunizations 
 CDE 
 Health screenings 
 Other _______________________________ 

 
Please describe the environment and activities that the 

student would encounter at your site: 

______________________________________________

______________________________________________

______________________________________________

______________________________________________ 

Specific requirements prior to start of rotation: 

 Criminal background check 
 Drug screen 
 Site orientation 
 Other _________________________________ 

 

 
                                                Students/Rotation 
 
05/21/12 – 06/15/12                             1      2      3 
06/18/12 -  07/13/12                             1      2      3 
07/16/12 -  08/10/12                             1      2      3 
 
 What rotation type do you offer? 
 
 
Community Retail                 Hospital distribution     
 
Managed care distribution                               
 
Other: (Please describe)_______________________          
 
________________________________________ 
 
_________________________________________  
 
                                                       
  
.  

 
 

 
Please return this form as soon as  
possible by e-mail to: 
lwashington@howard.edu 
by fax to:  202-806-4478 
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